Conclusions
The amount of distal movement obtained with both appliances was small and no differences were shown in the amount of molar tooth movement. It is suggested that there is no advantage in using the Jones Jig as a noncompliance appliance.
Commentary
Appliances may be chosen by clinicians either for their perceived effectiveness or compliance requirements. The clinical evidence to support these choices is needed and would be beneficial in dental practice. Therefore, this study investigated the effectiveness of a removable and a fixed Jones Jig appliance to orthodontically distalise maxillary molars.
The sample size was determined that would allow detection of a difference of 3 mm tooth movement, which represents a relevant clinical change. The sample size was not calculated, however, to detect a difference for the other two parameters assessed. This raises questions over the validity of the results for mesial movement and rotation. The method of randomisation of patients is unclear, especially for randomised blocks of 12 when there were only 12 and 11 patients in each group. The classification of this as a true RCT is questionable.
The control of confounding variables such as treatment protocols -including appliance wear, frequency and amount of adjustments -and sample variability is an issue in trials. In this study, an important confounder is the stage of dental development, and the wide age range of individuals at the start of treatment (10 and 16 years) encompasses both patients who do and do not yet have erupted second permanent molars. The distalisation of a first permanent molar against an erupted second permanent molar should not be compared with distalisation without an erupted second permanent molar. Although one might try, most clinicians would not expect to achieve any significant distalisation of maxillary first permanent molars with a removable appliance when the maxillary second permanent molars are erupted. Excluding subjects who have erupted second permanent molars would enable a better comparison of the appliances.
Another possible confounding variable is the type of initial malocclusion that the patients had, that is, deep bites, open bites or associated habits.
Unfortunately, the characteristics of the groups are not sufficiently delineated to assign the lack of a difference solely to the appliance. Whether the five clinicians used same treatment protocols and instructions for patients is not stated, which could influence the outcomes. Although the outcomes were assessed by blinded examiners, all the patients who entered the study were not properly accounted for at the end of the study. The authors should have statistically assessed the entire group of 27 patients and then statistically accounted for the four patients who were not included in the final study. It was incorrect statistically to eliminate the four and complete the analysis on the 23 patients.
In summary, problems with the sample and methodology do not allow for a valid assessment of the effectiveness of these appliances. 
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